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Complete Dentures – Assessment of the Loose Denture 
 
 
Abstract: Patients with complete dentures will often present to a clinician 
complaining that their dentures are loose. A careful history, clinical examination and 
denture examination is needed so that the cause of their loose dentures can be 
determined. Only once a suitable diagnosis has been reached can an appropriate 
treatment plan be developed. This paper aims to guide readers through this history 
and examination process to help them formulate a suitable diagnosis before 




Clinical Relevance: The paper provides a guide as to how to assess an edentulous 
patient presenting with loose complete dentures. 
 
 
Objectives: The reader should understand how to assess a patient complaining of 








The proportion of the UK population who are edentulous has fallen over recent years 
from 30% in 1978 to 6% in 2009.1 Despite this encouraging trend, the UK still has 
The article is about assessing the complaint of a loose denture it involves assessment of the 
patient and the prosthesis not solely the denture(s)many edentulous patients, and these 
patients are generally older, more medically compromised and more of a challenge 
to treat than previously. To treat these patients successfully, clinicians are therefore 
in need of greater levels of experience, clinical skills and management of patient 
expectations. 
 
Patients naturally expect their dentures to fulfil certain basic criteria in that they want 
them to be: 
• Comfortable 
• Retentive 
• Stable in function 
• Aesthetically pleasing 
Failure to achieve any of these criteria can lead to patient dissatisfaction, and one of 
the most common ‘post-insertion’ complaints is one of loose dentures.2-4 Before 
embarking upon remedial treatment, a thorough structured patient history needs to 
be taken, along with careful examination of the patient’s oral cavity and existing 
dentures. Without this, a differential diagnosis as to the cause of the loose dentures 
is unlikely to be established nor a suitable treatment plan formulated.5 The aim of this 
paper is to guide readers through this history and examination process so that an 









A stable denture exhibits resistance to movement laterally or antero-posteriorly, and 
thus does not rock or move sideways, forwards or backwards. 
 
Denture retention 
A retentive denture is one that will show resistance to vertical movement away from 
the denture-bearing area.  
 
For a denture to be retained, the total retentive forces acting upon a denture must 
outweigh the total displacing forces (Figure 1).2,6 Various factors will affect these 
forces and are summarised in Table 1. Some of these factors will be related to the 
patient, whilst some will be related to the construction of the dentures. 
 
Underlying medical conditions 
A large proportion of edentulous patients are elderly and/or frail, usually having a 
complex medical history. These underlying medical conditions and associated 
polypharmacy may result in xerostomia and impaired saliva production.2 This in turn 
may have a detrimental effect on denture retention as the cohesion forces between 
the oral mucosa and the fitting surface of denture deteriorate.7 The various causes of 
xerostomia are summarised in Table 2. 
 
 
 Aging, neurological disease, dementia, degenerative muscular diseases, 
strokes and cerebrovascular accidents may all compromise a patient’s ability to 
control their dentures. Inelasticity of cheek tissues is often a result of aging and can 
be associated with scleroderma and submucous fibrosis.8 
 Patient may have suffered from neoplastic disease of the oral cavity with the 
ensuing surgical treatment and the effects of chemo-radiotherapy leaving them with 
significantly affected oral anatomy and reduced support, stability and retention of 
dentures. 
 
Psychogenic factors  
Some patients can be very sceptical with regards to wearing dentures and they often 
compare their dentures to those of others, suggesting that their friends or family 
members have ‘much better fitting dentures’ and that they never have any problems. 
These patients are often unable to understand that everyone is very individual and 
has different anatomical edentulous ridges and oral environment. Edentulous 
patients who wear a new set of complete dentures need to develop and learn so 
called ‘oro-motor skills’ or ‘denture-wearing skills’, stabilising their dentures during 
routine functional activities. In some cases, patients cannot tolerate very well-
designed and constructed dentures, whilst others are able to cope with complete 
dentures reasonably well, despite their severely compromised alveolar ridge 
morphology and poor denture-bearing foundation.3 For those patients who have not 
yet accepted their edentulous state, a favourable outcome is doubtful.6 Furthermore, 
patients found to suffer from neuroticism tend to be less satisfied with their dentures 
than non-neurotic patients.9 In addition to having good clinical and technical skills, a 
 
 
successful outcome may be helped by having insight into patient behavior and 
psychology.10 
 
Patient expectations  
These must be managed throughout treatment, although this may be difficult due to 
specific individual health issues.11,12 Good communication allows for better patient co-
operation during treatment and minimises the risk of non-justified or ‘irrational’ 
complaints, including those post-insertion of dentures.10,13 It must be stressed to 
patients receiving new complete dentures that time will be required to achieve new 
oral motor skills whilst chewing and speaking.14 A successful outcome following 
construction of new dentures depend upon many factors including those related to 
the patient and those related to the skill of both the clinician and the technician 
constructing the dentures.2,15  
 
Patient history 
The patient history should follow the accepted protocol which will include the 
presenting complaint and history, medical history, dental history, denture history and 
social history.15 Often, a patient needs to be encouraged to express all concerns and 
problems related to their dentures, and they should be recorded in the patient’s own 
words. If a patient reports numerous complaints, it can be prudent to ask the patient 
to prioritise which complaint is the most important. Appropriate questions to ask 2,3,6 
during this history taking process and their relevance are shown in Table 3. A 
‘diagnostic discussion’ facilitates the information about an appropriate treatment plan 
that aims to satisfy the patient's expectations.16-18 It must be remembered that to 
achieve the construction of a satisfactory set of dentures, technical, biological and 
 
 




A thorough extraoral examination with the patient wearing their existing dentures 
should be carried out prior to an intraoral examination and an assessment of the 
dentures themselves. Information that can be gained from this extraoral examination 
will include: 
• The skeletal base, disproportion of the maxilla and mandible and whether the 
patient has a class II or a class III tendency (Figure 2). 
• Facial expressions and signs of poor muscle control due to, for example 
cognitive impairment, stoke or cerebrovascular accident 
• Vertical dimension with the patient in occlusion and with the mandible at rest. 
Is the patient ‘over-closed’ or ‘propped open’? 
• Lip competence and signs of poor upper anterior tooth position affecting the 
bulk and prominence of the lips and the naso-labial angle 
• Range of movement of the TMJ and any evidence of trismus 
• Atrophy or poor control of the muscles of mastication 
• Lymphadenopathy 
An intraoral examination should then be carried out, both with and without dentures in 
the mouth. When assessing the dentures in-situ, this should be carried out with the 
patient wearing each individual denture and then with the patient wearing both 




• The quality of the alveolar ridges, bony morphology, degree of resorption or 
atrophy and evidence of recent extractions 
• The quality of the oral mucosa overlying the bony ridges including its thickness 
and its displaceability 
• The presence of any anatomical variations or pathology including the 
presence and extent of ‘flabby’ ridges, bony prominences or tori, high frenal 
attachments, denture induced hyperplasia, denture stomatitis, ulceration or 
other pathology (Figure 3) 
• The retention of the upper and lower denture. Check if the upper denture 
drops or the lower denture ‘floats up’ when the patient opens their mouth. If 
the dentures remain in-situ, try to pull the dentures vertically away from the 
denture bearing mucosa by grasping the anterior teeth with thumb and 
forefinger (Figure 4). 
• The stability of the upper and lower dentures. Try to destabilise the upper 
denture by applying a sideways and upward pressure in the canine region 
(Figure 5). Check if the lower denture is destabilised by the lower lip and 
whether the anterior teeth are set too far forward of the neutral zone. This may 
be pronounced in patients who have strong mentalis muscles and significantly 
resorbed alveolar ridges.6,16 Check that the lower denture is not destabilised 
when the patient sticks out their tongue or moves it from side-to-side. This 
may be evidence of an overextended lingual flange. 
• The position of the occlusal plane. The tongue should rest above the occlusal 
plane to stabilise the lower denture. 
• The support provided to the dentures and the adaptation of the dentures to the 
underlying tissues (Figure 6). Dentures that have a larger fitting surface area 
 
 
tend to have more support than those with a smaller fitting surface area. 
Support is also better provided by firm, resilient and keratinized tissues of 
uniform thickness that are well- attached to underlying bone. Apply pressure to 
the dentures towards the supporting tissues to check for undesired movement. 
• The peripheral extensions to determine if these are overextended or 
underextended and whether the upper posterior border extends to the 
vibrating line (Figure 7). Check that the peripheral borders of the dentures 
extend to the reflection of the sulci without interfering with the tissues of the 
lip, cheek or floor of mouth. 
• Interferences with labial, buccal or lingual frena. 
• The vertical dimension and the presence or absence of a freeway space and if 
present, is it excessive? The freeway space is the difference between the 
occluding face height and the resting face height when the patient is wearing 
both upper and lower dentures. The freeway space should be in the region of 
2-3mm and can be assessed using either a Willis bite gauge or a pair of 
dividers and ink dots on the patient’s nose and chin.  
• The presence of a bilateral balanced occlusion and if there are any occlusal 
discrepancies such as premature contacts, crossbites, anterior or posterior 
open bites (Figures 8 and 9). 
• The quantity and quality of saliva and signs of hyposalivation or xerostomia. 
Finally, an assessment of the dentures themselves should be carried out (Figure 10). 
• Check the fitting surfaces and denture base. Sometimes having a ‘too 
detailed’ fitting surface can be disadvantageous in cases with severely flabby 
ridges or where the lower denture is not sitting in a stable position as these 
irregularities may irritate the oral mucosa.  
 
 
• Checking the polished surfaces for appropriate contour and occlusal surfaces 
for signs of excessive wear or parafunctional habits 
• Check flanges and their extensions for any missing or fracture portions 
• Check to see if there is evidence of repairs, relines or additions  
• Check denture hygiene 
 
Diagnosis 
Following this examination, a clinician should have sufficient information from which 
to make a diagnosis. It is good practice to base this diagnosis upon the main problem 
responsible for the denture looseness. For example, “Loose upper denture due to 
under-extension of flanges and a poor peripheral seal”, or “Loose lower denture due 
to teeth being set too far anteriorly and not within the neutral zone”. This will help 
guide the clinician in formulating a suitable treatment plan that will hopefully 
overcome the current problem. Various treatment strategies may then be used: 
• Acceptance of the current dentures and use of a fixative 
• Relining or rebasing the dentures 
• Provision of new dentures using a conventional technique 
• Provision of new dentures using a modified copy or template technique where 
controlled changes are introduced 
• Provision of implant-supported prostheses 
 
Conclusion   
The assessment of an edentulous patient complaining of loose dentures requires a 
comprehensive history and examination along with sound communication between 
clinician and patient. This will allow an appropriate diagnosis to be made before a 
 
 
suitable treatment plan is formulated. It is hoped that this paper will help to provide 
structure to this history taking and examination process, such that a successful 
treatment outcome for both patient and clinician is more likely.  
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Figure 1: For a denture to be retentive, the overall retentive forces must 










Figure 2: A patient with a habitual or postural prognathism with a large amount of 
wear visible on the occlusal surfaces of both upper and lower dentures, rather than a 









Figure 3: Assessment of the edentulous ridges may reveal pathologies, for example, 
carious retained roots. Following their extraction, resorption will most likely reduce both 
support and stability for the denture. Note the existing shallow anterior sulcus and 




Figure 4: Assess the retention of the upper denture by grasping the anterior teeth with 








Figure 5: Assess the stability of the upper denture by trying to destabilise it from its 







Figure 6: When the dentures have good adaptation to the supporting tissues and the 
correct peripheral extensions, the soft tissues of the cheek and tongue will help to 
stabilise and retain the dentures in-situ. The polished contour is also important to 
ensure that the buccinators rest against an appropriately contoured buccal flange 





Figure 7: Assess the peripheral extensions of the denture. In this case, the flange in 
the upper left quadrant is overextended and displaces the soft tissues. As a result, 





Figure 8:  In this example, a bilateral balanced occlusion has not been achieved and 
a premature contact exists between the upper and lower first premolar teeth as well as 
there being an inadequate posterior occlusion. Both these factors will reduce denture 







Figure 9:  A lack of lower posterior teeth can reduce the stability of the upper 
denture in function. Note the lateral spread of the tongue which may make the 





Figure 10: Assess each individual denture out of the mouth. In this example, there is 
no anterior flange, compromising denture retention. Note the poor denture hygiene and 




Table 1: Factors affecting the looseness of complete dentures 
 
     Factors that decrease retention 
• Denture borders being under-extended or having 
too little width 
• Inadequate peripheral seal 
• Inadequate post-dam 
• Prominent frenal attachments 
• Decreased muscle control due to ageing, weight 
loss, dementia and other neurological disorders 
• Highly resorbed residual ridges 
• Xerostomia and decreased saliva production 
• Denture borders being over-extended 
• Polished surfaces being set outside of the ‘neutral 
zone’ 
• Thickened lingual flange 
• Weight of an upper metal baseplate 
 
     Factors that decrease stability 
• Non-resilient supporting soft tissues 
• Fibrous tissue in denture-bearing areas 
• Bony prominences (tori) displacing dentures 
• Occlusal plane not orientated correctly 
• Occlusal plane not being at correct vertical position 
• Incorrect size/shape of posterior teeth 
• Teeth being placed too far from residual ridge 
• Mandibular molars placed too far posteriorly 
• Lack of freedom of movement in ICP 
• Thickened upper and lower labial flanges 
• Lack of OVD or excessive OVD 





Table 2: Causes of xerostomia 
 










▪ Antineoplastic drugs 
• Sjogren’s syndrome 
• Sicca syndrome 







Table 3: Appropriate questions to ask during the dental and denture history 
 
Question Relevance 
Why are you unhappy with these dentures? To focus on the main presenting complaint 
Does the upper denture drop down? As well as errors with the peripheral fit, there may be 
issues with the post-dam or issues with support 
Is the problem worse when talking or eating This may indicate an issue with the peripheral 
extension, the occlusion or support 
Do you need to use a fixative to keep the dentures in? This may highlight the severity of the problem and 
give insight into patient expectations 
How long have you had this problem? To find out whether patient was dissatisfied with the 
dentures since they were fitted, or whether that 
problem has occurred recently 
How old is this set of dentures? Patients habituated to a set of dentures for many 
years may not adapt to changes so easily. A copy 
technique may be considered 
Were these current dentures ever satisfactory? If not, this may allude to poor construction or to high 
expectations of patients 
For how long you have you been edentulous? The length of time edentulous may relate to the 
amount of ridge resorption   
Have you ever had any dentures before, and if so, 
were they better fitting? 
This again may allude to poor construction or to high 
expectations of patients 
How many previous sets of dentures have you had? This may allude to either rapidly changing and 
resorbing ridges or to high patient expectations 
Were these dentures fitted immediately following 
teeth extractions? 
There may have been rapid resorption of bone 
following these extractions 
When you are not eating, do you feel that the 
dentures rest together or apart? 
This may indicate errors with the OVD and lack of 
FWS 
Does your mouth feel dry? Xerostomia can have an impact on denture retention 
Do the dentures make you ‘gag’? An increased gag response may affect formulating the 
overall treatment plan 
 
 
 
  
